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Purpose
This study determined if research experience increased among allied health professionals (AHPs) at a regional
tertiary hospital following a research capacity building initiative.
Methods
A cross sectional electronic survey was used to collect data from allied health professionals on their research
experience, research support needs, enablers and barriers to research and their perceptions regarding benefits
of research. A baseline survey was conducted in 2011 which was compared to a follow up survey in 2015.
Comparison of variables between the two surveys used Chi squared tests.
Results
The response rate for the 2011 survey was 43% (n=248) while the 2015 survey achieved a 37% response rate
(n=234). There was a significant increase in allied health professionals research experience as well as need
for research support between the 2011 and 2015 surveys in many (but not all) activities on the research
continuum. Time availability was the greatest barrier and the perceived benefit of research was to improve
clinical care.
Conclusions
This study demonstrates a significant increase in allied health professionals research experience over the four
years of capacity building. However, the increase has not reached the level where it is recorded by traditional
research outcome measures such as publication. The greatest barrier to allied health professionals conducting
research is time. Therefore, investment in clinician-researcher career pathways may increase research capacity
of allied health practitioners to increase publication output. The implication of this research is that allied
professionals’ research profile is unlikely to increase without significant input of time or resources to allow them
to conduct research.
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ABSTRACT 
Purpose: This study determined if research experience increased among allied health professionals (AHPs) at a 
regional tertiary hospital following a research capacity building initiative. Methods: A cross sectional electronic survey 
was used to collect data from allied health professionals on their research experience, research support needs, 
enablers and barriers to research and their perceptions regarding benefits of research. A baseline survey was 
conducted in 2011 which was compared to a follow up survey in 2015. Comparison of variables between the two 
surveys used Chi squared tests. Results: The response rate for the 2011 survey was 43% (n=248) while the 2015 
survey achieved a 37% response rate (n=234). There was a significant increase in allied health professionals research 
experience as well as need for research support between the 2011 and 2015 surveys in many (but not all) activities on 
the research continuum. Time availability was the greatest barrier and the perceived benefit of research was to 
improve clinical care. Conclusions: This study demonstrates a significant increase in allied health professionals 
research experience over the four years of capacity building. However, the increase has not reached the level where it 
is recorded by traditional research outcome measures such as publication. The greatest barrier to allied health 
professionals conducting research is time. Therefore, investment in clinician-researcher career pathways may increase 
research capacity of allied health practitioners to increase publication output. The implication of this research is that 
allied professionals’ research profile is unlikely to increase without significant input of time or resources to allow them 
to conduct research. 
INTRODUCTION 
Many initiatives have been trialled to increase the research capacity of allied health professionals (AHPs) in Australia 
over the last decade. One example was the Allied Health Professions Office of Queensland (AHPOQ) state-wide 
research capacity building (RCB) framework embedded within an industrial agreement established in 2008. The 
framework included limited funding for Research Fellow (RF) positions and competitive grant funding to initiate 
research.1 At the local level, RFs were employed under the framework within individual Hospital and Health Services 
(HHS) and provided a variety of activities to increase allied health research. For example, activities provided by the RF 
at our study site, the Townsville HHS (THHS), included research education, mentoring of individual researchers, and 
marketing a “Doctoral Cohort” program at the local university where PhD students access face to face education of 
research methodologies as block subjects. Other activities undertaken by the RF included developing and chairing a 
research special interest group and promoting and celebrating research achievements (e.g. printed annual report, 
annual research award, and publicity in the internal newsletter). Organisational RCB by the HHS at the study site 
included establishing a research support unit, providing internal grants, employing a Director of Research, and building 
research office space.  
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Building research capacity within health services is important as it can provide evidence on which to base policy and 
practice decisions.2 Current research activity by AHPs at THHS is predominantly to improve care delivered by the 
respective allied health disciplines. This focus of local AHP research fits with the concept that RCB is a funded, 
dynamic intervention operationalised through a range of activities and levels to achieve objectives in research over the 
long-term, with aspects of social change as the ultimate outcome.3 Therefore, initiatives supporting the research efforts 
of motivated staff using training, infrastructure and quarantined time achieve better outcomes for research capacity 
building investment.4 These strategies and concepts have now been in place for AHPs at THHS since 2010. To 
measure the impact of these efforts, a baseline survey of research capacity was conducted in 2011.  
 
Results from the baseline survey in 2011 showed AHPs had high interest but little experience in research at our study 
site.5-7 Research activity was impeded by lack of confidence, limited knowledge and lack of skills by clinicians to do 
research.7 An interesting finding was that the amount of support required for activities along the research continuum 
were inversely related to the clinician’s level of research experience.6 Furthermore, research activity was highest in the 
centres with most research resources, such as a RF, leading to the conclusion that successful research capacity 
building required dedicated personnel.5 The RCB activities have continued in the intervening years leading to question 
whether the efforts have achieved the aim of increasing research production by AHPs since 2011. Therefore, the aim 
of this study was to determine whether AHPs’ research experience has increased since 2011.   
 
METHODS 
Study design: A cross sectional electronic survey was used as the main data collection tool for this study. The survey 
link was initially electronically sent in November 2014 and followed up weekly in 2015 with reminder emails. The survey 
closed in March 2015. Ethics approval was obtained from the THHS Human Research Ethics Committee (Approval 
number HREC/15/QTHS/23) prior to the study. 
 
Participants: Eligible participants were all staff classified as Health Practitioners (HPs) currently working for the THHS, 
a regional Hospital and Health Service in northern Queensland. Participants were identified and contacted via an email 
address list maintained by the organisation’s Workforce Development Officer. The baseline survey achieved a 43% 
response rate amongst AHPs in 2011. It was calculated 265 participants were required to complete the follow-up 
survey to achieve a similar response rate. The number of allied health staff working for the THHS during the second 
survey period was 618 (10th February 2015).  HPs employed as medical laboratory scientists were not included as they 
were not accessible via the same email system. 
 
Data collection tool: Survey monkey (SurveyMonkey Inc, San Mateo, California, US, www.surveymonkey.com) 
questionnaires were used to collect data in both surveys. The original survey was modified to capture additional 
information regarding motivators for participating in research. The data collected included demographic variables (age, 
gender, work-place characteristics), and level of research experience and support needs. Participants were also asked 
to rate the benefits of research and research barriers and enablers. All responses were set out as 5-point Likert scales. 
 
Data analysis: Data from Survey Monkey were exported to an Excel spreadsheet and modified into appropriate 
variables prior to analysis. Statistical Package for the Social Sciences (SPSS) 22.0 for Windows (SPSS Inc., Chicago, 
IL, USA) was used for the statistical comparisons of demographic characteristics. 
 
Data from the 2011 and 2015 surveys were collected from the individual databases and combined for comparison in 
SPSS. Demographic data were presented using descriptive statistics and all comparisons between the 2011 and 2015 
surveys were analysed using Pearson’s Chi Squared tests. If p values were less than 0.05, a result was considered 
statistically significant.  
 
RESULTS 
Demographics 
The response rate for the 2011 survey was 43% (n=248) while the 2015 survey achieved a 37% response rate 
(n=234). Females comprised 76% of the workforce in both the 2011 and 2015 surveys. None of the respondents 
identified as Aboriginal or Torres Strait Islander in the 2015 survey whereas 3% did so in the original survey. Twenty-
eight different allied health disciplines responded to the 2011 survey and twenty to the 2015 survey (Table 1). 
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Table 1: Comparison of the demographic characteristics collected on participants in the 2011 and 2015 surveys. 
Demographic Variable 2011 2015 
Response rate 248/580=43% 234/641=37% 
Females 76% 76% 
Age (range) 32 (22 to 67) 36 (20 to 74) 
Work setting  
    Acute (hospital based) 
    Community (incl. outreach) 
 
60% 
20% 
 
65% 
16% 
Work role  
    Clinical  
    Management 
 
61% 
19% 
 
65% 
16% 
Indigenous  3% 0% 
Discipline 
    Occupational therapy 
    Social work 
    Physiotherapy 
    Others 
 
 
15% 
14% 
13% 
58% 
 
22% 
13% 
15% 
50% 
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Figure 1: Research experience represented graphically across the research activity continuum. The percentages shown are the 
sum of respondents who indicated they were “very” and “moderately” experienced.  
 
Research experience increased from 2011 to 2015 across many of the specified research tasks. More respondents 
indicated higher levels of experience for: generating research ideas (p=0.018); developing questions (p=0.028); writing 
proposals (p=0.005); applying for grants (p=0.027); writing ethics applications (0.014); quantitative research methods 
(p=0.004); analysing data (p=0.006) and publishing (p=0.004). The differences were mostly responses moving from 
lower (some or little) to higher (moderate) levels of experience (Table 2). 
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Table 2: Percent of respondents who indicated they were very experienced, moderately experienced, had some 
experience, little experience or no experience in research for the respective 2011 and 2015 surveys. 
Research activity Year Very 
Exp 
Mod 
Exp 
Some 
Exp 
Little Exp No  
Exp. 
P value 
Find literature 2011 (n=241) 12.9 44.4 31.1 10.8 0.8 0.780 
2015 (n=207) 12.1 47.8 29.0 10.1 1.0 
Review literature 2011 (n=240) 5.4 36.7 31.3 22.1 4.6 0.153 
2015 (n=207) 8.2 35.7 39.1 13.5 3.4 
Write literature review 2011 (n=239) 3.8 20.9 40.2 21.8 13.4 0.077 
2015 (n=207) 4.8 27.5 37.2 22.7 7.7 
Generate research 
ideas* 
2011 (n=240) 2.1 12.5 41.3 31.7 12.5 0.018 
2015 (n=204) 3.9 19.6 38.7 30.9 6.9 
Developing questions* 2011 (n=241) 2.1 12.0 36.1 33.6 16.2 0.028 
2015 (n=207) 4.8 14.5 39.6 30.0 11.1 
Writing proposals* 2011 (n=240) 0.8 10.4 22.5 27.5 38.8 0.005 
2015 (n=207) 3.9 11.6 31.4 24.2 29.0 
Applying for funds* 2011 (n=240) 0.4 3.8 11.7 22.1 62.1 0.027 
2015 (n=207) 1.4 7.7 13.5 24.2 53.1 
Writing ethics 
applications* 
2011 (n=240) 0.4 7.5 16.7 22.9 52.5 0.014 
2015 (n=207) 3.4 9.2 31.7 21.7 44.0 
Qualitative methods 2011 (n=240) 2.1 9.6 22.1 33.8 32.5 0.107 
2015(n=206) 1.5 10.7 30.6 30.1 27.2 
Quantitative methods* 2011 (n=239) 1.7 11.7 25.1 30.1 31.4 0.004 
2015 (n=207) 3.4 17.9 30.0 27.1 21.7 
Analyse data* 2011 (n=240) 2.5 11.7 29.6 31.3 25.0 0.006 
2015 (n=207) 3.4 17.4 34.3 29.5 15.5 
Write reports 2011 (n=240) 2.5 12.5 22.5 28.7 33.8 0.063 
2015 (n=207) 4.3 15.9 27.5 24.2 28.0 
Conferences 2011 (n=241) 3.3 10.8 19.9 27.4 38.6 0.105 
2015 (n=206) 5.3 16.0 19.4 25.7 33.5 
Publish* 2011 (n=237) 0.4 2.5 11.0 16.5 69.6 0.011 
2015 (n=207) 2.4 4.8 15.0 18.4 59.4 
Significance was assumed if the p value was less than 0.05 (*Indicates significance). The number of respondents is shown in the 
Year column. 
 
Need for research support 
Significant differences were seen in the need for support in all questions except applying for funds, qualitative 
methods, quantitative methods and publishing (Table 3). The difference was manifest as a greater proportion of 
respondents indicating they required higher levels of support to start research in 2015 compared to 2011. 
 
Table 3: Percent of respondents who indicated they required a lot of, moderate, some, little or no support to conduct 
research for the respective 2011 and 2015 surveys. 
Research activity Year A lot of 
support 
Moderate 
support 
Some 
support 
Little 
support 
No 
support 
P value 
Find literature* 2011 6.7 13.4 33.6 37.0 9.2 <0.001 
2015 8.7 39.4 30.8 20.2 1.0 
Review literature* 2011 11.1 17.3 39.2 27.4 5.1 <0.001 
2015 14.2 45.3 23.6 17.0 0 
Write literature review* 2011 15.5 21.4 33.2 25.2 4.6 <0.001 
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2015 18.1 50.5 18.1 12.4 1.0 
Generate research ideas* 2011 14.3 28.3 38.4 17.3 1.7 <0.001 
2015 15.9 54.2 19.6 10.3 0 
Developing questions* 2011 17.2 31.1 32.8 16.8 2.1 <0.001 
2015 17.0 57.5 17.0 7.5 0.9 
Writing proposals* 2011 28.4 32.2 29.2 9.3 0.8 0.003 
2015 31.8 53.3 7.5 7.5 0 
Applying for funds 2011 41.6 36.6 14.7 5.9 1.3 0.130 
2015 44.9 40.2 10.3 3.7 0.9 
Writing ethics applications* 2011 39.4 30.9 18.6 9.7 1.3 0.027 
2015 44.4 38.0 12.0 4.6 0.9 
Qualitative methods 2011 28.3 31.2 26.2 12.7 1.7 0.140 
2015 21.7 51.9 18.9 7.5 0 
Quantitative methods 2011 26.7 32.2 27.1 13.1 0.8 0.081 
2015 26.4 45.3 19.8 8.5 0 
Analyse data* 2011 27.4 32.5 27.0 12.2 0.8 0.013 
2015 29.0 46.7 19.6 4.7 0 
Write reports* 2011 26.9 29.9 28.6 13.7 0.9 0.028 
2015 25.2 51.4 14.0 8.4 0.9 
Conferences* 2011 26.7 26.3 28.4 14.8 3.8 0.034 
2015 26.4 42.5 18.9 11.3 0.9 
Publish 2011 51.1 28.1 14.5 6.0 0.4 0.241 
2015 48.6 40.2 7.5 2.8 0.9 
Significance was assumed if the p value was less than 0.05 (*Indicates significance). 
 
Figure 2: The comparison of research support needs to start research between 2011 and 2015 represented graphically across the 
research activity continuum. The percentages shown are the sum of responses for ‘a lot’ and ‘moderate’ support.  
 
Enablers and barriers 
Identified enablers and barriers to allied health research remained mostly unchanged between 2011 and 2015 (Table 
4). However, significant differences were noted between the two surveys in response to questions about relevance to 
job, confidence with writing and time for research. In each case, the responses indicated a higher level of agreement. 
For example, 14.4% of respondents strongly agreed research was relevant to their job in 2011 whereas 29.9% strongly 
agreed it was relevant to their job in 2015. Similar increases were seen in response to the questions about confidence 
with writing and time for research. 
Building Allied Health Research Capacity 6 
 
© Internet Journal of Allied Health Sciences and Practice, 2018 
 
Table 4: Responses to the survey questions asking about enablers and barriers to conduct research with p values 
relating to the comparison between 2011 and 2015 
Research activity Year Strongly 
agree 
Agree Neither Disagree Strongly 
disagree 
P value 
Research is relevant to my 
job 
2011 14.4 56.3 18.3 8.7 2.2 <0.001 
2015 29.9 46.0 20.9 1.4 1.9 
I don’t have topic for 
research 
2011 5.7 22.9 28.2 35.7 7.5 0.393 
2015 11.0 29.2 25.8 23.4 10.5 
My line manager is 
supportive of research 
2011 11.0 48.5 30.4 7.5 2.6 0.148 
2015 16.7 48.6 23.3 7.1 4.3 
The thought of research 
makes me anxious 
2011 9.3 38.3 21.1 26.0 5.3 0.467 
2015 11.4 32.9 25.7 22.9 7.1 
My colleagues are 
supportive 
2011 6.1 47.8 38.6 6.6 0.9 0.717 
2015 9.0 49.8 34.1 4.7 2.4 
There is not enough 
statistical support 
2011 5.3 21.2 53.1 17.3 3.1 0.819 
2015 4.7 18.9 54.7 18.4 3.3 
Funding is available for me 
to do research 
2011 0 26.3 53.1 14.5 6.1 0.235 
2015 1.9 27.1 53.8 12.4 4.8 
Research is part of work 
plan 
2011 4.9 39.1 34.2 18.2 3.6 0.154 
2015 6.7 41.9 31.0 15.2 5.2 
We are too short staffed for 
me to do research 
2011 20.2 29.8 34.2 11.8 3.9 0.083 
2015 24.6 31.3 31.3 10.9 1.9 
I am not a confident writer 2011 1.8 17.3 28.3 46.0 6.6 <0.001 
2015 6.7 30.5 29.0 27.1 6.7 
I do not have enough time 
to do research 
2011 32.4 41.3 17.8 6.7 1.8 0.004 
2015 42.2 37.4 15.6 3.8 0.9 
 
 
Benefits of research 
The benefit of research from the perspective of the AHPs was service improvement rather than personal improvement 
(Figure 3). Most respondents strongly agreed the benefits of research were to make a difference in clinical care 
(56.8%) and evaluate their service (52.6%). To a lesser extent, respondents strongly agreed the benefits of research 
were: fill a knowledge gap (45.8%); further their profession (41.3%); for professional development (38.7%); and further 
their qualifications (33.5%). 
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Figure 3: Proportion of AHPs that “strongly agreed” to the question “What is the benefit of research?” where the above options were 
listed for participants to: strongly agree, agree, neither agree nor disagree, disagree, or strongly disagree. 
 
DISCUSSION 
This study demonstrated an increase in AHP research experience between the 2011 and 2015 surveys. It also showed 
an increased need for research support for the listed activities over the same period. The observed increase in 
experience was evident in most activities on the research continuum where activities on the left of the continuum were 
associated with ‘using’ research and on the right associated with ‘producing’ research.6 The activities listed on the 
continuum were developed previously.8 The exception to the increase in activity is the low experience reported with 
traditional research capacity measures (i.e. grant applications and peer reviewed publications). Using traditional 
measures, the increase in research experience demonstrated by AHPs in this study would not be detected. 
Nevertheless, there was a significant increase in AHPs experience in research over the four-year period. It has been 
suggested that traditional RCB outcome measures, while important, are not as relevant in healthcare contexts.2 
Therefore, to measure RCB of AHPs within healthcare, we recommend expanding traditional RCB outcomes to include 
changes in capacity and culture at individual, team and organisation levels.9  
 
The increased research activity by AHPs demonstrated in this study may contribute to improved organisational 
research culture. Research culture relates to the research environment at the organisation level  and is contributed to 
by research competencies of individuals.10,11 To build organisational research capacity, multilevel approaches are 
required, such as partnerships with external academics, whole of organisation leadership and appropriate personnel.12 
These key themes have been echoed by other researchers  and are implemented at this study site.13 For example, the 
local RCB efforts have benefited from the introduction of the RF via the state-wide EBA. The organisation has built 
research capacity by establishing a research support unit, opening applications for internal grant funding to nurses and 
AHPs, employing a Director of Research, and approving funds for research office space. This top-down approach at 
state and organisation level may complement the bottom-up approach implemented by the RF to build research 
capacity among AHPs and, in turn, change organisational research culture.  
 
The observed increased need for research support in 2015 compared to 2011 was contrary to expectation. We 
anticipated research support needs would decrease between 2011 and 2015 rationalising that as AHPs became more 
experienced in research they would require less support. However, respondents indicated a higher level of support 
need in all research activities in 2015 compared to 2011. The highest need for support in both surveys was for 
publishing. Further research is needed to tease out the rationale for the high support needed for publishing, but the 
result may help explain the low publication rate of AHPs. A similar higher level of support need was previously detected 
after a RCB initiative had commenced among podiatrists.14 
 
Both intrinsic and extrinsic motivators are required to establish a successful clinician-researcher career.15 Results from 
this study imply many AHPs possess intrinsic motivators. Intrinsic motivators, such as a personal desire to improve 
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health services, were demonstrated by a high proportion of AHPs who indicated the benefit of research was to 
‘improve clinical care’. Given this finding, it is evident that traditional approaches used to measure research impact may 
be insufficient in this setting and the efficiency and equity of research outcomes as well as patient satisfaction and 
quality of life outcomes should also be evaluated as important research outcomes.16 This is becoming an important 
consideration in clinical research with the current focus on performance-based research funding and the duty to 
maintain patient care as the primary endpoint in research endeavours.  
 
Additionally, this study suggests extrinsic motivators such as those provided by the RF at organisational level are also 
working.15 However, lack of time was cited by most AHPs as a barrier to research. To overcome the barrier of time, 
AHPs can apply for grants to backfill their clinical positions with an uncertain promise of success. Alternatively, HHSs 
could establish clinician-researcher career pathways in a similar model to the clinical educator already established in 
Queensland Health (QH). Although conducting research was written into the role description of HPs through the EBA, 
there are currently no defined clinical-researcher career pathways in allied health within QH. RCB cannot be divorced 
from consideration of the career trajectories of educational researchers.17 Therefore, consideration of a dedicated 
clinical researcher role in health services may escalate the capacity building process within allied health to increase 
outcomes using traditional measures such as publishing. It has already been demonstrated that better outcomes for 
research capacity investment will be realised if quarantined time is given to AHPs who are already motivated to 
conduct research.4   
  
The 2015 survey introduced a new question asking AHPs to indicate the benefits of research. Over 50% of 
respondents chose ‘to improve service delivery’ and ‘evaluate service’ suggesting AHPs have an altruistic perception 
of the role of research in healthcare contexts. This altruistic perception of research by AHPs presents problems in how 
to approach research given many of their roles are to deliver complex interventions,  in multidisciplinary teams with 
predominantly  holistic rather than biological or functional outcomes.18 Clinicians highlighted a need for relevant and 
applicable research  suggesting AHP research align with Health Services Research (HSR) with its various 
methodologies to measure efficiency, outcomes and policy and practice change.19 This alignment is evidenced by cost 
efficiencies from delegation , and health care pathways.20,21 These studies support the notion that research interest by 
clinicians is necessary to challenge and inform their clinical practice skills through clinical research.22 In short, it 
suggests allied health have enormous potential to contribute to improve efficiency, and outcomes in health care. 
 
A limitation of this study was that people who were interested in the topic were more likely to have responded to the 
electronic surveys. Based on this assumption, we considered many of the same AHPs responded to both surveys. 
While this meant the study likely experienced a positive bias in the results, it may also reflect an actual change of 
AHPs who were interested in becoming involved and were commencing their research journey between 2011 and 
2015.  
 
The strengths of this research include the inclusion of many allied health disciplines, the inclusion of both hospital and 
community based AHPs and the inclusion of some key RCB domains in the follow-up survey. 
 
CONCLUSION 
This study demonstrated AHPs are becoming increasingly experienced in research but not yet on the scale of 
traditional RCB measures. The introduction of researcher-clinician career pathways may overcome the lack of time 
cited by AHPs as a barrier and may elevate AHP research outputs to the level measured by traditional RCB outcomes. 
Finally, this study suggests AHPs research is more aligned to HSR to improve clinical practice and/or patient 
outcomes.  
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